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Abstract
Despite improved supply of health care services in low-income countries in the recent past, their
uptake continues to be lower than anticipated. This has made it difficult to scale-up those
interventions which are not only cost-effective from supply perspectives but that might have
substantial impacts on improving the health status of these countries. Understanding demand-side
barriers is therefore critically important. With the help of a case study from Nepal, this
commentary argues that more research on demand-side barriers needs to be carried out and that
the stated-preference (SP) approach to such research might be helpful. Since SP techniques place
service users' preferences at the centre of the analysis, and because preferences reflect individual
or social welfare, SP techniques are likely to be helpful in devising policies to increase social welfare
(e.g. improved service coverage). Moreover, the SP data are collected in a controlled environment
which allows straightforward identification of effects (e.g. that of process attributes of care) and
large quantities of relevant data can be collected at moderate cost. In addition to providing insights
into current preferences, SP data also provide insights into how preferences are likely to respond
to a proposed change in resource allocation (e.g. changing service delivery strategy). Finally, the SP-
based techniques have been used widely in resource-rich countries and their experience can be
valuable in conducting scaling-up research in low-income countries.
Background
Five major conditions – pneumonia, diarrhoea, malaria,
measles and malnutrition- are responsible for 7 million
child deaths each year globally [1]. The irony is that these
deaths could have been avoided through the uptake of
health interventions that are not only available but also
proven to be cost-effective. It has been shown that about
63% of child deaths could be prevented if the coverage of
essential health services, which include all cost-effective
interventions, was increased to 95% [2]. Improving access
to essential health services through "scaling-up" therefore
seems to be a quick fix for bringing down mortality rates
in the poorest counties. However, despite their potential
to reduce mortality levels substantially [3,4], the coverage
of essential health services continue to be low and mil-
lions of mothers and children continue to die [1].
Recently, an influential report by the Commission on
Macroeconomics and Health has reinforced the need to
extend coverage of essential health services in low-income
countries while emphasizing that structural change in
health services is needed to overcome the substantial bar-
riers that exist in these countries [5]. Historically, the
world has responded to a need to improve coverage of
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health services with a supply-driven approach but the suc-
cess of supply-driven health planning and policy has been
limited in improving health care demand [exhibit 1]. The
case shown in the exhibit clearly demonstrates that there
are two facets of coverage – (a) extending health services,
a supply-side intervention ensuring that the services reach
the population; and (b) promoting their uptake, a
demand-side intervention ensuring that the needy use
available services [6,7]. Although the line between these
two facets can be blur, they are not the same issues and
ignoring the "uptake" side in any scaling-up effort will
result in inefficiency, as reflected by lower use of services
and higher unit costs involved to deliver them. The ques-
tion as to "how to scale-up interventions" will therefore
remain a priority research and policy agenda in low- and
middle-income countries in the next several years to come
[8].
In response to this, there has been growing interest in
understanding health seeking behaviour and patterns of
utilization with a view to either changing them or catering
better to them. The research in this area has been inter-dis-
ciplinary and rich [9]. One of the approaches to this type
of research, often common in the health economics liter-
ature, is around disentangling the main drivers underlying
individual's behaviour – looking at the pattern of their
actual consumption of health services [9]. The disadvan-
tage of relying on the actual consumption pattern is that
we will not be able to observe how individuals valued the
attributes of a health service and how this value affected
their choice of care [10,11]. In addition, studies based on
actual consumption patterns are not able to explain why
a certain attribute of an individual (e.g. being a boy as
against a girl) is likely to enhance their opportunities for
early year investments such as that in health care [12].
Individual and social values, as reflected in the above two
examples, are as important as determinants of uptake of
services as other attributes such as health services' (for
instance price and quality) and those of individuals' (such
as levels of income and education). Unfortunately,
although we have fairly adequate evidence on the effects
of the latter on service uptake [6], we lack a clear under-
standing of the former [Exhibit 2]. The main aim of this
paper is therefore to consider the potential benefits of
using an alternative research approach to inform scaling-
up strategies in low-income countries.
Individual preferences and scaling up
Individuals do want health and health care but that is not
all they want. While the individuals' wants are unlimited,
their ability to pay for what they want is limited. Because
individuals like and dislike things, they have preferences
for one good or service to others. Preferences can be used
as a measure of benefit (welfare) to the individual or soci-
ety. By choosing a particular commodity or a service, indi-
viduals strike a balance between their wants and resources
and thus their preferences reflect their own welfare. We
can assume three things about individual preferences: (a)
that we have preferences over every good and service, (b)
that any outcome of using a good or a service is at least as
good as itself, and (c) the preferences are transitive, i.e. if
a service A is preferred to B and B to C, A is preferred to C
[13].
These concepts around preferences thus provide a plat-
form to compare two or more possible outcomes, e.g.
using a doctor's service versus a traditional healer's rituals
in the event of an acute illness. By estimating a numerical
representation of preferences (known as 'utilities'), it is
possible to isolate the effects of several factors associated
with individual behaviour. These factors could be charac-
teristics specific to (a) individuals, e.g. age, sex, income,
current health status; (b) service providers, e.g. quality
and price of care; or (c) the values, e.g. cultural norms
such as the value placed on boys in some societies or
belief and attitudes on service delivery processes [12,14-
16]. Once we disentangle these factors, appropriate poli-
cies can then be formulated. However, it is important to
note that these would-be policies might have different
underlying assumptions depending upon the context in
which they are to be implemented. In high-income coun-
tries, for example, research is being carried out to inform
policy on how best we can incorporate public preferences
in the delivery of health services [11,15]. In resource-poor
countries, on the other hand, decision makers need poli-
cies that would alter effectively the individual preferences
which are deemed to be detrimental, e.g. not seeking care
in the event of an illness or ignoring a child's need for care
if the child is a girl [12,17]. Effectively altered preferences,
in principle, should bring about positive changes in
health service uptake. Regardless of the context, the theo-
retical basis for a preference-based research remains the
same and understanding individual preferences does con-
tribute to a predefined policy objectives such as improved
health outcomes either via refinement in health service
delivery as in high-income countries or via scaling-up of
interventions as in resource-poor countries [Exhibit 3].
Revealed versus stated-preference
The preference of an individual (or a provider or a society
at large) can be studied in two paradigms- revealed prefer-
ence (RP) and stated-preference (SP). The revealed prefer-
ence paradigm draws on Samuelson's seminal article [18]
and involves the exploration of people's preferences as
revealed through their actions in markets, specifically
related to the value of interest. Examples of such methods
include travel cost method [14,19] and hedonic pricing
technique [19,20]. Although these methods differ in
terms of how the price variable enters individual's utility
function (a numerical representation of their prefer-Health Research Policy and Systems 2006, 4:4 http://www.health-policy-systems.com/content/4/1/4
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ences), the essence of both methods lies in the concepts of
opportunity costs and trade-off. That is, people weigh
their costs and benefits and make consumption decisions
accordingly. Their actual consumption pattern therefore
reflects their preferences.
The alternative pathway involves asking the same individ-
uals to state their preferences in hypothetical (or virtual)
markets. Individuals are given different hypothetical sce-
narios (e.g. two different ways of delivering antenatal
care) and they are asked to state their valuations of these
options or choose the option that they prefer. The meth-
ods that follow this strategy are collectively known as
"stated-preferences" (SP) techniques [10,21]. The two-
best known SP techniques are the contingent valuation
method (CVM) and discrete choice experiments (DCE).
The CVM asks for the valuation of a particular interven-
tion either directly or relative to other intervention [21-
23]. The values derived from this method are known as
the "willingness-to-pay" or WTP for a specific intervention
and reflect the benefit of the intervention in question. The
DCE (alternatively known as conjoint analysis), on the
other hand, is a rigorous method of eliciting individuals'
preferences in that 'it allows estimation of the relative
importance of different aspects of care, the trade-offs
between these aspects, and the total satisfaction or utility
that respondents derive from healthcare services'[11]. As
the name suggests, in this technique a number of hypo-
thetical scenarios are formulated and the individuals are
asked to give a discrete choice (e.g. I prefer care A to care
B). The DCE also allows an indirect estimation of WTP
values relative to different aspects of care, e.g. how much
individuals are willing to pay for reduction in waiting
time [16]. Detailed description of these methods is pro-
vided elsewhere [10].
It is important to note that there are other techniques too
which are SP-based and have been in use in economic
evaluation for a long time, e.g. bidding game, standard
gamble, time-trade off and person trade-off. A good over-
view of these methods is provided in [21]. More recently,
qualitative analysis has shown potential to be one of the
SP-based techniques in its own right [24-26]. However, it
has certain limitations which confine it to play a comple-
mentary role to other preference (both revealed- and
stated-) techniques [21,27].
Benefits of stated-preference
There are a number of reasons why stated-preference is
more useful than revealed-preference in understanding
health care choices. The SP framework, by virtue of its
design, is able to point out explicitly the mechanism by
which people trade off different aspects of care when they
make a health care decision [10]. In the RP framework,
because we are left with the data on the actual consump-
tion and health outcomes only, we are not able to see this
trade-off happening. SP techniques, on the other hand,
extend beyond health outcomes and focus on the process
of care providing a more holistic approach to study health
care choices [24]. Putting this into the context described
in Exhibit 1, we may say that people in Nepal might have
valued other unobserved aspects of care while making
child care choices. Until we understand what these aspects
are and their relative values from individual's perspec-
tives, the current scaling-up efforts will not result in the
desired uptake of services. While we can be numerically
better off in terms of service outlets, their sub-optimal use
does not allow us to achieve the targeted coverage. With-
out achieving targeted coverage, it is impossible to reduce
the mortality level to the extent promised by cost-effective
interventions under their optimal level of uptake [2,3].
From a more technical viewpoint, SP techniques place
service users' preferences at the centre of the analysis and
because preferences reflect individual or social welfare,
these techniques are more likely to flag up policy leads on
increasing social welfare (improved coverage in this exam-
ple) [24].
From scaling up perspectives, another advantage of SP
over RP framework is that the SP data are collected in a
controlled environment which allows straightforward
identification of effects (e.g. that of process attributes of
care) and large quantities of relevant data can be collected
at moderate cost [10,11,15,16,21]. In addition to provid-
ing insights into current preferences, SP data also provide
insights into how preferences are likely to respond to a
proposed change in resource allocation. Last but not least,
it may not be possible to infer consumer preferences or
value from RP data because many aspects of health care
are not traded explicitly in markets, have public good
characteristics (e.g. vaccination services) and consump-
tion is free or heavily subsidized at the point of service via
government provision of care and universal or private
insurance if they exist [28].
Although health economists do not seem to agree that
qualitative methods can be an SP-based technique on its
own right [21], the value of having qualitative methods to
complement an RP technique must be recognized [27,29].
Qualitative methods facilitate a more in-depth inquiry of
the topic at hand and allow the researcher and the
respondents to 'fully explore the rich tapestry of causation
and interaction that can explain personal and social
behaviour' [30]. Putting this into the context described in
Exhibit 2, qualitative methods could be more useful in
disentangling why just 'being born as a boy' leads to more
opportunities for early life interventions to men. Clearly,
this has implications for non-discriminatory scaling up of
health care interventions in countries where substantial
degrees of gender-bias in health care use exist [12,31].Health Research Policy and Systems 2006, 4:4 http://www.health-policy-systems.com/content/4/1/4
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Discussion
It is important to note that all of the advantages of SP tech-
niques described above do not make them 'stand-alone'
techniques to answer all questions relating to scaling-up
issues. The RP framework has its own advantages too. For
example, in the example given in Exhibit 2, it is the RP
technique that has demonstrated the effect of gender role
on child health care decisions in Nepal providing implica-
tions for scaling-up policies, although offering explana-
tions for why the bias exists is beyond its scope. The recent
trend seems to be to combine both SP and RP approaches
in such a way that the two approaches inform one another
to fulfil the specific aims of a particular study [29,32]. It is
possible to combine actual usage data with stated-prefer-
ence data [32] or revealed consumption pattern with qual-
itative responses [33]. The combination of different
methods in a single study however raises a number of
challenging issues, e.g. that of triangulation (i.e. how can
we make sure that the data collected through various
methods are coherent) because the triangulation methods
have not been adequately established [29]. Despite meth-
odological challenges, the combination approach might
turn out to be more informative than using data from a
single source [10,27,29]. These trends are positive and
therefore should be welcome in scaling-up research.
There are a number of problems associated with individ-
ual preferences and basing scaling-up research on prefer-
ence paradigms is likely to be problematic too. Relying on
what consumers say they will do (stated-preference) com-
pared with observing what they actually do (revealed-pref-
erence) reflects a healthy scepticism [22]. Moreover, we
will need to measure preferences using SP-based tech-
niques as if they would reflect revealed preferences. This
can be hampered by measurement biases such as the
extent of information given to respondents (information
bias) or the starting value of a bid in CVM (setting bias)
[10,21]. Also important is the fact that preferences are not
stable over time and current preferences can change if
opportunities for learning, information or policy change
arise. This makes the validation of preferences (i.e. com-
paring stated-preference with revealed preference) both
impossible and irrelevant (perhaps combining the two
approaches as discussed earlier is a good alternative).
However, this dynamism in preferences provides lots of
opportunities for scaling-up because understanding cur-
rent preferences and how they would respond to a pro-
posed change in resource allocation (e.g. changing service
delivery strategies) is the information that policy makers
are looking for in order to improve coverage of cost-effec-
tive interventions in low-income countries.
This paper flags out the potential benefits of using SP tech-
niques in research aimed at informing scaling-up strate-
gies in low-income countries. However, it is important to
note that these techniques have long been applied in pub-
lic health research but to answer different questions. The
evolution of time trade-off techniques, for example, dates
back to the 1970s, and application of 'standard gamble'
methods to 1980s [see [21] for an overview]. These tech-
niques have been used to derive a value for an individual's
health status (technically known as health-state prefer-
ence values) and used to calculate the total benefits an
intervention would offer. Recent applications of stated-
preference techniques are concerned with complementing
an intervention's cost-effectiveness values with informa-
tion on how patients might value that care or providing an
alternative to traditional cost-effectiveness approach
[15,16,23,34]. The SP-based techniques, particularly the
DCEs, have been proved to be an excellent tool to inform
changes in the current delivery strategy that will improve
the service's uptake [11,15,16]. So far, this type of research
has predominantly been carried out in resource-rich coun-
tries where the policy question is: how do we take into
account people's views in the delivery of health services?
[11,15,16]. The same question is being asked in low- and
middle-income countries but in a different context and
with a different policy objective- how do we change peo-
ple's current preferences that are leading to much lower
use of very cost-effective health interventions? [6-8,12]. In
other words, the question as to how we can devise our
delivery strategy in such a way that it will result in an
improved coverage of essential health services (scaling
up) must be answered [8]. The gap between delivery and
demand must be understood sufficiently [7]. Although
policy questions and objectives differ in the two settings,
the theoretical concept of preferences remains the same.
Therefore, SP-techniques, given their wider and successful
application in rich countries, can be valuable tools in scal-
ing-up research in low- and middle-income countries. So
will be the experience gained by rich countries on their
application.
Conclusion
This paper argued that scaling-up of health services has
two facets- one is 'extending the availability of cost-effec-
tive interventions' to the population (coverage) and the
other is 'increasing the level of demand' for these services
(uptake). While improving supply of interventions is a
necessary condition in any scaling-up process, under-
standing the uptake of services is critical. One of the
approaches to understanding uptake is to analyze individ-
ual preferences. This can be done in two ways- looking at
actual health care consumption pattern (revealed prefer-
ence or RP) or asking the same economic agents to state
their preferences in hypothetical markets (stated-prefer-
ence or SP). The paper explores the benefits of using SP
techniques in scaling-up research. Since SP techniques
place service users' preferences at the centre of the analysis
SP techniques are more likely to be helpful in devisingHealth Research Policy and Systems 2006, 4:4 http://www.health-policy-systems.com/content/4/1/4
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policies improve service coverage. Further, the SP data are
collected in controlled environments and thus allows
straightforward identification of effects (e.g. that of proc-
ess attributes of care) and large quantities of relevant data
can be collected at moderate cost. The SP data not only
provide insights into current preferences, they also pro-
vide insights into how preferences are likely to respond to
a proposed change in resource allocation (e.g. changing
service delivery strategy). The SP-based techniques have
been used widely in resource-rich countries and their
experience can be valuable in conducting scaling-up
research in low-income countries.
Exhibit 1: The gap between delivery and demand 
in Nepal
Following the national health policy 1991, His Majesty's
government of Nepal (HMG/N) has invested substan-
tially in the development of primary health care infra-
structures in rural areas in a bid to improve service
coverage. The number of sub-health posts, for example,
increased more that 15-fold between 1990/91 and 1999/
00- from 200 to 3179 [see Table 1]. With this supply-
driven approach, access to health care has been improved
significantly but the gap between delivery and demand is
still wide. For example, a study found that introducing
outreach clinics to all communities would be expected to
increase the maternal and child health (MCH) service use
index by 22 percent while if each community had better
physical access to services from both outreach clinics and
fixed facilities, the MCH service use index would increase
by 32 percent [35]. However, it is critically important to
note that individuals in this sample valued outreach clin-
ics for other reasons, not necessarily because these clinics
tend to reduce the physical distance they needed to travel
in order to receive the care. As shown in Figure 1, another
study using the same sample confirmed that physical
access to services had only a modest impact on health care
use [36]. Within this supply-driven health policy, it is
therefore critical to understand how individuals value
other attributes of care vis-à-vis close proximity to it.
Hence, what we need to know before we embark upon
developing strategies to scale up interventions is perhaps
the answer to the following question: how and to what
extent do individuals trade off between physical distance
and other attributes of care?
Exhibit 2: Limitation of revealed-preference in a 
study on gender role in Nepal
One of the important limitations of revealed-preference
framework (i.e. looking at actual health care consump-
tion) is its inability to capture the 'process' by which these
preferences evolve [9]. A recent study used a four-step con-
struct of household decision making in which the deci-
sions to report an illness of the child, to seek an external
help, to choose a specific provider from the available
ones, and to spend a certain level of money to treat the
child, were assumed to have been made in a hierarchy [7].
This was an innovative attempt to capture the process by
which preferences evolve, as the construct was drawn on
the qualitative way of looking at the health-seeking
Table 1: Extension of health infrastructure vis-à-vis change in population and health status in Nepal 1984–2004.
1984/85 1991/92 1995/96 1999/00 2003/04
Health infrastructure
Service outlets
Hospitals 80 113 82 83 83
Primary Health Centre* 79 160 180
H e a l t h  c e n t r e s 2 61 81 71 31 0
Health posts 744 816 775 711 700
Sub-health posts - 200 2597 3179 3141
Hospital beds 3522 4798 3604 5190 5250
Human resources
Doctors 602 1497 872** 1259** 1259
Nurses 2109 2986 4606 4655 10099
Health assistants 795 3461 5152 5295 7491
Maternal and child health workers 3345 20442 3187 3190 3190
Others (trained birth attendants, female community 
health volunteers)
- - 55109 62546 62546
Health Status
Infant mortality 126 110 96 83 64
Under-5 mortality 187 153 131 117 91
Life expectancy at birth 49.1 52.0 54.6 57.3 59.8
Population 16.2 18.1 20.4 23.0 25.2
- Data not available. Sources of available data: Sources: [39-41].
* Established after 1991 Health Policy. **Includes government-employed doctors only.Health Research Policy and Systems 2006, 4:4 http://www.health-policy-systems.com/content/4/1/4
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behaviour; the focus however was on the analysis of actual
consumption pattern (revealed preference). The study
indicated that households' preferences for health seeking,
as observed in illness-perception rates, were significantly
higher if the ill child was a boy (comapred to a girl). The
degree of this bias got larger as households chose to seek
care for the child and decided to spend money to treat him
[12]. Although possible explanations of this behaviour
were discussed, the study was not able to answer why this
differential actually exists. The authors flag out potential
uses of stated-preference techniques to fill in this gap [12].
Exhibit 3: Where do we begin in scaling-up 
research?
A recent research [9] has found that the level of illness per-
ception in Nepal was extremely low (10%), consistent
with several other studies done elsewhere in low-income
countries. The illness perception is important because
people in low-income countries tend to demand health
care services only when they perceive themselves as ill
[37]. Low demand of services such as treatment of malaria
and tuberculosis has spillover effects as well [38]. Policy
makers need the answer as to how we can increase the ill-
ness perception rate here. This is important because the
analysis of consumption data based on this level of illness
perception rates leads to policy recommendation such as
improving the supply of cost-effective health interven-
tions and lowering the costs of care to households [17].
However, when the illness perception rate is as low as
10%, these supply-driven policies will affect only a very
small portion of the population. Since we can not assume
that in poor countries like Nepal basic health care need
can be as low as 1 in 10, such policies alone cannot
address scaling-up efforts. Individuals' preferences there-
fore matter and to improve scaling-up of interventions, we
might have to begin with a research looking at how indi-
viduals in poor-countries value their current health status
vis-à-vis how they value the current mode of health service
delivery.
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Simulated impact of location on probability of using prenatal care and trained delivery assistance in Nepal Figure 1
Simulated impact of location on probability of using prenatal care and trained delivery assistance in Nepal. Pur-
ple bar – Prenatal care. Red bar – Trained delivery assistance. This graph is based on the data provided in [36].
Trained delivery assistance Prenatal Care
All women rural, but not within 60 min
All women rural, and within 60 min of
facility
of facility
All women rural
All women urban
All women within 60 min
No women within 60 min
Baseline
Probability of using services
0.35 0.3 0.25 0.2 0.15 0.1 0.05 0Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
Health Research Policy and Systems 2006, 4:4 http://www.health-policy-systems.com/content/4/1/4
Page 7 of 7
(page number not for citation purposes)
References
1. World Health Organization: The World health report : 2005 : make
every mother and child count Geneva: World Health Organization;
2005. 
2. Jones G, Steketee RW, Black RE, Bhutta ZA, Morris SS: How many
child deaths can we prevent this year?  Lancet 2003, 362:65-71.
3. Darmstadt GL, Bhutta ZA, Cousens S, Adam T, Walker N, de BL:
Evidence-based, cost-effective interventions: how many
newborn babies can we save?  Lancet 2005, 365:977-988.
4. Manandhar DS, Osrin D, Shrestha BP, Mesko N, Morrison J, Tum-
bahangphe KM, et al.: Effect of a participatory intervention with
women's groups on birth outcomes in Nepal: cluster-ran-
domised controlled trial.  Lancet 2004, 364:970-979.
5. Sachs J: Macroeconomics and health: investing in health for economic devel-
opment. Report of the commission on macroeconomics and health Geneva:
World Health Organization; 2001. 
6. Ensor T, Cooper S: Overcoming barriers to health service
access: influencing the demand side.  Health Policy Plan 2004,
19:69-79.
7. Pokhrel S, Sauerborn R: Household decision-making on child
health care in developing countries: the case of Nepal.  Health
Policy Plan 2004, 19:218-233.
8. Conference on Tracking Progress in Child Survival: Countdown to
2015: 2005 [http://www.childsurvivalcountdown.com/]. 1-2-2006 Ref
Type: Electronic Citation
9. Pokhrel S: Role of price, income and gender on the demand for child health
care in Nepal: exploring a four-step choice construct on household decision
making University of Heidelberg Medical School; 2004. 
10. Louviere JJ, Hensher DA, Swait JD: Stated choice methods: analysis and
application Cambridge: Cambridge University Press, UK; 2000. 
11. Ryan M, Bate A, Eastmond CJ, Ludbrook A: Use of discrete choice
experiments to elicit preferences.  Qual Health Care 2001,
10(Suppl 1):i55-i60.
12. Pokhrel S, Snow R, Dong H, Hidayat B, Flessa S, Sauerborn R: Gen-
der role and child health care utilization in Nepal.  Health Policy
2005, 74:100-109.
13. Browning EK, Zupan MA: Microeconomic theory and applications 6th
edition. Reading, Massachusetts: Addison-Wesley Longman, Inc; 1999. 
14. Gertler P, van der Gaag J: The willingness to pay for medical care Balti-
more: Johns Hopkins University Press; 1990. 
15. Ryan M: Discrete choice experiments in health care.  BMJ 2004,
328:360-361.
16. Ryan M, Major K, Skatun D: Using discrete choice experiments
to go beyond clinical outcomes when evaluating clinical
practice.  J Eval Clin Pract 2005, 11:328-338.
17. Pokhrel S, Hidayat B, Flessa S, Sauerborn R: Modelling the effec-
tiveness of financing policies to address underutilization of
children's health services in Nepal.  Bull World Health Organ 2005,
83:338-344.
18. Samuelson PA: Consumption theory in terms of revealed pref-
erence.  Economica 1948, 15:243-253.
19. Gertler P, Locay L, Sanderson W: Are user fees regressive? The
welfare implications of health care financing proposals in
Peru.  Journal of Econometrics 1987, 36:67-88.
20. Goldman F, Grossman M: The demand for paediatric care: a
hedonic approach.  Journal of Political Economy 1978, 86:259-280.
21. Ryan M, Scott DA, Reeves C, Bate A, van Teijlingen ER, Russell EM, et
al.: Eliciting public preferences for healthcare: a systematic
review of techniques.  Health Technol Assess 2001, 5:1-186.
22. Donaldson C: Willingness to pay for publicly-provided goods.
A possible measure of benefit?  J Health Econ 1990, 9:103-118.
23. Donaldson C, Hundley V, Mapp T: Willingness to pay: a method
for measuring preferences for maternity care?  Birth 1998,
25:32-39.
24. Bridges JF: Stated preference methods in health care evalua-
tion: an emerging methodological paradigm in health eco-
nomics.  Appl Health Econ Health Policy 2003, 2:213-224.
25. De AM, Sanon M, Sauerborn R: "To enrol or not to enrol?": A
qualitative investigation of demand for health insurance in
rural West Africa.  Soc Sci Med 2005.
26. De AM, Sanon M, Bridges J, Sauerborn R: Understanding consum-
ers' preferences and decision to enrol in community-based
health insurance in rural West Africa.  Health Policy 2005.
27. Coast J: The appropriate uses of qualitative methods in health
economics.  Health Econ 1999, 8:345-353.
28. Hsiao W: Abnormal economics in the health sector.  In Health
sector reform in developing countries: making health sector reform sustain-
able Edited by: Berman P. Boston: Harvard School of Public Health;
1995. 
29. National Institutes of Health: Qualitative methods in health research:
opportunities and considerations in application and review 1999 [http://
obssr.od.nih.gov/publications/qualitative.pdf]. Office of Behavioral and
Social Sciences Research
30. Patton MQ: Qualitative evaluation and research methods 2nd edition.
Newbury Park: Sage Publications, Inc; 1990. 
31. Pillai RK, Williams SV, Glick HA, Polsky D, Berlin JA, Lowe RA: Fac-
tors affecting decisions to seek treatment for sick children in
Kerala, India.  Soc Sci Med 2003, 57:783-790.
32. Hanley N, Bell D, Alvarez-Fariz B: Valuing the Benefits of Coastal
Water Quality Improvements Using Contingent and Real
Behaviour.  Environmental and Resource Economics 2003, 24:273-285.
33. Sauerborn R, Berman P, Nougtara A: Age bias, but no gender
bias, in the intra-household resource allocation for health
care in rural Burkina Faso.  Health Transit Rev 1996, 6:131-145.
34. Olsen JA, Donaldson C: Helicopters, hearts and hips: using will-
ingness to pay to set priorities for public sector health care
programmes.  Soc Sci Med 1998, 46:1-12.
35. Hotchkiss DR, Mock NB, Seiber EE: The effect of the health care
supply environment on children's nutritional status in rural
Nepal.  J Biosoc Sci 2002, 34:173-192.
36. Hotchkiss DR: Expansion of rural health care and the use of
maternal services in Nepal.  Health Place 2001, 7:39-45.
37. Rous JJ, Hotchkiss DR: Estimation of the determinants of
household health care expenditures in Nepal with controls
for endogenous illness and provider choice.  Health Econ 2003,
12:431-451.
38. Sauerborn R, Nougtara A, Latimer E: The elasticity of demand for
health care in Burkina Faso: differences across age and
income groups.  Health Policy and Planning 1994, 9:185-192.
39. HMG/Nepal, Ministry of Finance. Economic Survey: Fiscal
Year 2004–05.  Kathmandu, His Majesty's Government, Ministry of
Finance; 2005.  Ref Type: Report
40. MOH. Annual Report: Department of Health Services 2058/
59 (2002/03).  Kathmandu, Ministry of Health, Department of
Health Services; 2003. 
41. World Health Organization: Inter-country comparative health
situations.  World Health Organization 2002 [http://w3.whosea.org/
eip/health.htm]. 1-2-2006